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Objectives. We evaluated the efficacy of 15 years of a public health–oriented
suicidal-behavior prevention program among youths living on an American
Indian reservation.

Methods. All suicides, suicide attempts, and suicidal gestures were monitored.
Age-specific analyses over time were used to assess outcomes.

Results. Both descriptive and linear regression analyses indicated that a sub-
stantial drop occurred in suicidal gestures and attempts. Suicide deaths neither
declined significantly nor increased, although the total number of self-destructive
acts declined by 73% (P=.001).

Conclusions. Data from this community-based approach document a remark-
able downward trend—measured by both magnitude and temporal trends in the
specifically targeted age cohorts—in suicidal acts. The sequential decrease in age-
specific rates of suicide attempts and gestures is indicative of the program’s suc-
cess. (Am J Public Health. 2005;95:1238–1244. doi:10.2105/AJPH.2004.040410)
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and homicide were the second and third
leading causes of death, respectively, among
American Indians/Alaska Natives aged
15–24 years, with unintentional injury and
adverse effects of trauma combined being
the leading cause of death.25,26 In the same
time period, suicide rates among American
Indians/Alaska Natives aged 15–24 years
were consistently 2 times higher than those
among all American 15- to 24-year-olds.3,25

However, suicide rates vary from tribe to
tribe,20,21 with higher rates in Western
states.25 They also vary over time in individ-
ual AIAN communities.15,22–23

In 1988, the annual rate of suicide and
suicide attempts combined for the Western
Athabaskan Tribal Nation was 15 times
higher than the US rate and 5 times higher
than rates for other New Mexico American
Indians/Alaska Natives.23 From 1957 through
2000, suicide death rates on this reservation
fluctuated in 6- to 8-year cycles.20–23 The
Western Athabaskan Tribal Nation is rural
and isolated, with 90% of the population liv-
ing on the reservation, primarily in a single
town. In 1990 and 2000, the total popula-
tion served by the IHS on this reservation
numbered 2639 and 3047, respectively. In
1990 and 2000, respectively, the population
targeted by the suicidal behavior prevention

program comprised 284 and 291 youths
aged 10 to 14 years, 261 and 293 aged 15
to 19 years, and 224 and 245 aged 20 to
24 years23 (IHS Office of Program Planning
and Evaluation, unpublished program data,
July 23, 2003). Eighty percent of those aged
16 years or older were unemployed, with
some seasonal employment from firefighting,
hunting and fishing guiding, and agriculture
(P. Serna, unpublished data, 1991).

In 1989, the IHS provided initial funding
for a small model Adolescent Suicide Preven-
tion Project. The IHS designed and imple-
mented the project in collaboration with tribal
officials in 1990 and funded it through 1994.
During that time, it was the only active proj-
ect in a New Mexico community specifically
designed for suicide intervention and preven-
tion (P. Serna, unpublished data, 1991; West-
ern Athabaskan Tribal Nation, unpublished
data, 2003; IHS Office of Program Planning
and Evaluation, unpublished program data,
July 23, 2003; K. Gaylord, MA, injury pre-
vention manager, Office of Injury Prevention,
New Mexico State Department of Health,
oral communication, July 8, 2003). With
grants from various sources, the project de-
veloped into a more broadly focused pro-
gram; it is now the Department of Behavioral
Health of the Western Athabaskan Tribal

Recently, a number of scholars and officials
have called for population-based public
health strategies for preventing suicide in en-
tire communities and racial/ethnic groups.
Noting that approaches to suicide prevention
are often narrowly based on psychiatric and
individual dynamics, the surgeon general,1

the US Public Health Service,2 and the Insti-
tute of Medicine3 have voiced the need for a
new, comprehensive understanding of suici-
dal behavior on which to base suicide preven-
tion efforts. Three recent publications explain
the rationale for a population-based approach
to preventing suicidal behavior,3 calling sui-
cide prevention a national imperative3 for
public health intervention.4,5

American Indian/Alaska Native (AIAN) sui-
cide studies and prevention programs have
frequently been approached from a public
health perspective,6–22 but detailed evaluation
of such programs among American Indians/
Alaska Natives has been quite rare in practice
and in the literature.18 We describe an out-
come evaluation of a suicide prevention pro-
gram among the Western Athabaskan Tribal
Nation (a pseudonym used to protect the iden-
tity of this tribe—one of several Athabaskan
tribes in the southwestern United States—and
its reservation) of New Mexico. This program
is part of an ongoing effort to evaluate AIAN
suicide trends, potential causes of these trends,
and the efficacy of prevention programs in
New Mexico19,23,24 (P. Serna, unpublished
data, 1991; Western Athabaskan Tribal Na-
tion, unpublished data, 2003).

An increase in suicidal activity among
AIAN adolescents and young adults on this
reservation in 1988 prompted the tribal
council and community and the Indian Health
Service (IHS) to work together to establish an
adolescent suicide prevention program on the
reservation in 1990.17 Chronic fluctuations in
suicidal behavior, including clusters and up-
surges, are not unusual in some AIAN com-
munities. Between 1981 and 2000, suicide
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Nation, with an annual budget of more than
$1 million. 

The program focused primarily on 10- to
19-year-olds, the population in this commu-
nity identified by prior research as most at
risk for developing symptoms of self-destruc-
tion.16,20,21 Five years into the project, specific
re-education and awareness-raising activities
for the 20- to 24-year-old age group were
added. The goals of the program were to re-
duce the incidence of adolescent suicides and
suicide attempts and to increase community
education and awareness about suicide and
related behavioral issues, such as child abuse
and neglect, family violence, trauma, and al-
cohol and substance abuse (P. Serna, unpub-
lished data, 1991). All levels of prevention
(universal, selective, and indicated)34 were
targeted in program activities. Key compo-
nents were based on the following program
goals and objectives: (1) identifying suicide
risk factors specific to the Western
Athabaskan Tribal Nation that may be appli-
cable to other AIAN communities; (2) identi-
fying specific individuals and families at high
risk for suicide, violence, and mental health
problems; (3) identifying and implementing
prevention activities to target high-risk indi-
viduals, families, and groups; (4) providing
direct mental health services to high-risk indi-
viduals, families, and groups; and (5) imple-
menting a communitywide systems approach
to enhance community knowledge and
awareness (P. Serna, unpublished data, 1991).
A broad, community-wide systems suicide
prevention model was developed4,5 that so-
licited active involvement from key constitu-
encies—tribal leadership, health care provid-
ers, parents, elders, youths, and clients—in its
design and implementation. The community
planning process35 had a broad effect on
other public institutions of the reservation,
such as those involved with judicial, social
service, and health program policies.

More than 50 interactive community
workgroup sessions were held to examine
the following questions: What are the prob-
lems and issues in the community? What are
the barriers to resolving these problems?
What can be done to solve problems and
overcome barriers?

At each meeting, all statements and com-
ments were recorded, and these transcribed

notes were subsequently compiled into a
single document and distributed throughout
the community. This document formed the
foundation for program components and the
development and implementation of the
Western Athabaskan Tribal Nation’s judicial
and program policies, such as a domestic
violence code and a domestic violence and
child abuse prevention program. Interest-
ingly, suicide itself was not one of the most
important problems identified by the com-
munity. Instead, community members stated
that, because many of the problems identi-
fied could lead to suicide, suicide could not
be addressed in isolation. To prevent sui-
cide, underlying issues of alcoholism, do-
mestic violence, child abuse, and unemploy-
ment must also be confronted. Community
meetings were held in conjunction with a
community mobilization project,35 spon-
sored by the IHS in collaboration with Rut-
gers University, and continued to be held
on a regular basis long after the mobiliza-
tion project was completed.

The model Adolescent Suicide Prevention
Project had the following integrated program
components: surveillance through constant
data and information gathering; screening/
clinical interventions with extensive outreach
in conventional institutions (health clinics,
schools, and social welfare programs) and un-
conventional settings (outdoor venues where
troubled youths and alcohol abusers fre-
quently congregate, community functions
such as traditional and modern dances); social
services (child and adult welfare activities);
school-based prevention programs on topics
including general life skills development14;
and community education for adults and
youths on general topics (e.g., parenting)
and specific topics (e.g., the nature of self-
destructive behaviors). Neighborhood volun-
teers of various ages were chosen as “natural
helpers” to engage in peer training, personal
and program advocacy, referral of clients for
professional mental health services, and pro-
vision of counseling to people who preferred
to seek help and assistance from knowledge-
able and trusted laypersons in less formal
settings.27–29 Professional mental health staff
worked as a team with the natural helpers,
and these staff often provided services in un-
conventional settings in the community (e.g.,

in cars or outdoors) to avoid feelings of dis-
comfort that might arise in visiting the mental
health program offices.

Staff growth was substantial and constant
throughout the evaluation period. Before
1989, the IHS employed 1 full-time mental
health technician and contracted for the ser-
vices of 1 master’s-level counselor and 1
doctoral-level (PhD) psychologist 1 day per
week. As part of the Adolescent Suicide Pre-
vention Project, the tribe hired 1 full-time
master’s-level social worker and increased
the psychologist’s time to 3 days per week in
1989. In 1992, staff increased to 5 full-time
positions (82% clinical). By 1996, funding
for child abuse, fetal alcohol syndrome, and
domestic violence prevention activities and a
contract with the IHS for mental health ser-
vices increased the full-time support staff to
12. In 1997, the tribe entered into another
contract with the Bureau of Indian Affairs
for additional clinical social workers for
child and adult welfare and financial ser-
vices. In 2000, the behavioral health pro-
gram had a staff of 33, including support
personnel. In 2001, the tribe merged the
substance abuse program with the mental
health and social services functions to form
the Department of Behavioral Health De-
partment of the Western Athabaskan Tribal
Nation, and project staff increased to 57 po-
sitions, including the director, the clinical di-
rector, a psychiatrist 3 days per week, and
21 clinical positions. The department en-
compasses 19 positions for an inpatient so-
cial detoxification program; 5 positions for
maintenance/transportation services; and 9
positions for support services such as ac-
countants, medical records personnel, recep-
tionists, and secretaries. Most of these people
also assist in public education and other pre-
vention activities.

METHODS

Project data (i.e., clinical record reviews,
lists of prevention activities, biannual reports)
were maintained for recordkeeping, and sys-
tematic analyses of these data were con-
ducted. Program evaluation has been integral
in shaping public health initiatives; 3 external
evaluators have produced 3 formal evalua-
tions of the prevention program.23,24,31,32
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TABLE 1—Number (and Proportion Female) of Suicidal Gestures, Attempts, and
Completions Among All Ages Combined, by 2-Year Period: Western Athabaskan Tribal
Nation, 1988–2002

Total Self-
Destructive Acts 

Individual Suicidal Behaviors (Including Suicide 
Gestures Attempts Completions Completions)

No. Mean No. No. Mean No. No. Mean No. Mean No.
Years (% Female) per Year (% Female) per Year (% Female) per Year No. per Year

1988–1989 30 (66.7) 15.0 39 (51.3) 19.5 3 (0.0) 1.5 72 36

1990–1991 29 (55.2) 14.5 17 (29.4) 8.5 2 (0.0) 1.0 48 24

1992–1993 20 (55.0) 10.0 24 (41.7) 12.0 3 (0.0) 1.5 47 23.5

1994–1995 24 (41.7) 12.0 11 (45.5) 5.5 3 (0.0) 1.5 38 19

1996–1997 18 (44.4) 9.0 11 (36.4) 5.5 4 (0.0) 2.0 33 16.5

1998–1999 8 (62.5) 4.0 24 (58.3) 12.0 2 (0.0) 1.0 34 17

2000–2001 8 (37.5) 4.0 10 (50.0) 5.0 2 (0.0) 1.0 20 10

2002 8 (75.0) 8.0 4 (100.0) 4.0 2 (50.0) 2.0 14 14

Total 145 (54.5) 9.7 140 (47.9) 9.3 21 (4.8) 1.4 306 20.4

TABLE 2—Annual Number of Suicidal Gestures and Attempts (Combined), by Year and Age
Group: Western Athabaskan Tribal Nation, 1988–2002

Annual Suicidal Gestures and Attempts Combineda

Age Group
All Ages 

Years 11–18 y 19–24 y ≥25 y Combined

1988–1989 29 (14.5) 21 (10.5) 22 (11) 72 (36)

1990–1991 3 (1.5) 21 (10.5) 24 (12) 48 (24)

1992–1993 7 (3.5) 10 (5.0) 30 (15) 47 (23.5)

1994–1995 8 (4.0) 9 (4.5) 21 (10.5) 38 (19)

1996–1997 10 (5.0) 6 (3.0) 17 (8.5) 33 (17.5)

1998–1999 9 (4.5) 9 (4.5) 16 (8.0) 34 (17)

2000–2001 3 (1.5) 5 (2.5) 12 (6.0) 20 (10)

2002 3 (1.5) 1 (0.5) 10 (5.0) 14 (14)

Total (1988–2002) 72 (4.8) 82 (5.5) 152 (10.1) 306 (20.4)

aNumbers are for indicated 2-year period and yearly average (in parentheses).

The following definitions have been used
throughout the operation of the prevention
program. Suicide attempts are defined as life-
threatening, self-inflicted injuries that in the
absence of medical intervention would result
in death. Suicide gestures are behaviors that are
not in themselves physically life-threatening
but that require intervention because of their
self-destructive intent. Suicide completions are
acts of intentional self-inflicted injury that re-
sult in death.

Each nonfatal suicidal act is classified
through staff consultation in case conferences.
For example, the behavior of a client who
talks about killing himself, engages in behav-
ior leading to his arrest and detention in jail,
and in his cell removes his socks and ties
them around his neck—but then neither at-
taches the socks to a fixed object nor tightens
them with any tool or implement—would be
classified as a suicidal gesture. By contrast,
the behavior of a client who ingests overdose
quantities of 1 or more medications and then
drives to an isolated spot on the reservation
would be classified as a suicide attempt, even
if he leaves the empty bottle where it can be
noticed or found by others. More serious at-
tempts could involve a firearm or attempted
hanging, which, because the client flinched
when the trigger was pulled or the neck re-
straint was faulty, he survived. The profes-
sional staff conducts case reviews, held as
roundtable discussions on a weekly basis,
with staff discussing issues of trauma or con-
cerns about clients. These peer reviews assist
in coordination of services, development of
treatment plans, referral for additional ser-
vices, and final diagnosis. The program’s di-
rector and psychologist have been with the
program since its inception, providing conti-
nuity of definition and direction. Data on
completed suicides are recorded by the local
IHS clinic and verified by the State Office of
Medical Investigation, which investigates all
sudden and unexplained deaths.

Descriptive analyses for 2 years before
program implementation and for 13 years of
the program used frequencies, percentages,
and rates. Graphic analyses in Figures 1 and
2 were performed with Microsoft Excel
(Microsoft Corp, Redmond, Wash), and simple
linear regression analyses in Table 3 were
performed with SPSS Version 10 (SPSS Inc,

Chicago, Ill). Where linear regression was ap-
plied to the data in Table 3, the dependent
variables were annual frequencies of gestures,
attempts, and completions separately and of
gestures and attempts combined among se-
lected age groups and among all age groups
combined. The frequencies of the specific
self-destructive behaviors are presented in
Tables 1 and 2 as 2-year averages and as
means per year to ease the reading and inter-
pretation of trends. The independent variable
was time in years.

RESULTS

A steady reduction in suicidal gestures
and attempts was recorded throughout the
course of the program (Tables 1 and 2).
Annual averages dropped from 15 gestures
and 19.5 attempts before the program began
(1988–1989) to 14.5 gestures and 8.5
attempts during the first 2 years of the
program (1990–1991); annual averages
dropped further to lows of 4.0 gestures (dur-
ing 1998–2001) and 4.0 attempts (during



July 2005, Vol 95, No. 7 | American Journal of Public Health May et al. | Peer Reviewed | Research and Practice | 1241

 RESEARCH AND PRACTICE 

FIGURE 1—Suicide gestures, attempts, and completions among members of the Western
Athabaskan Tribal Nation.

2002). No decrease or increase occurred in
suicide completions, which remained at 1 to
2 per year throughout the period 1988 to
2002. Overall, the annual mean number of
total self-destructive acts dropped from 36 to
14 between 1988 and 2002, an absolute
drop of 61.1%. Figure 1 shows the trajectory
of decline in gestures and attempts.

Fifty-five percent of gestures, 48% of at-
tempts, and 5% of completions occurred
among women. Suicidal gestures and attempts
were common among both sexes, but suicide
deaths occurred almost exclusively among
men (95%).

Alcohol involvement and family issues
linked to all 3 types of self-destructive behav-
ior are not presented in the tables. Two thirds
(66.7%) of all self-destructive acts on the
Western Athabaskan Tribal Nation reserva-
tion were alcohol-related, similar to the pro-
portion for suicide completions among all
New Mexico American Indians (69%) but
lower than the proportion for suicide comple-
tions among all Western Athabaskans in New
Mexico (83%).19 Most suicidal behavior
(95.4%) occurred among people who had a
significant family history of trauma (e.g., fam-
ily disruption, violent death of relatives, abuse
or neglect); 86.3% of self-destructive individ-
uals experienced significant individual trauma.
Most suicidal acts (68%) occurred among un-
employed persons (aged 16 years and older).

Because the targeted age group was
youths aged 11 to 18 years, the most imme-
diate effect was expected in this group, and
with a lasting effect on individuals and fami-
lies, one would expect a gradual change in
suicidal behavior among older age groups as
these youths age. In 1988 to 1989, before
the program began, the annual frequency
of gestures and attempts for 11- to 18-year-
olds was 14.5; this number decreased to
1.5 during the first 2 years of the program
(1990–1991), rose briefly to 5.0 in 1996 to
1997, but returned to 1.5 during the period
2000 to 2002, an absolute reduction of
89.7% (Tables 1 and 2). The decrease in
annual frequency of gestures and attempts
occurred later among 19- to 24-year-olds,
who were not intensively targeted, but as
targeted youths aged, a positive program ef-
fect was observed. The annual frequency of
gestures and attempts of 10.5 remained un-
changed during the first 2 years of the pro-
gram but subsequently declined to 2.5 (in
2000–2001) and to 0.5 (in 2002); these
declines represent absolute reductions of
76.2% and 90.2%, respectively.

As expected, because young adults aged
25 years and older were not specifically tar-
geted by the prevention program, the slowest
and smallest declines in total self-destructive
acts was in this age group. Any program ef-
fect could only have come later, as targeted

youths aged into this group or were influ-
enced by universal prevention (e.g., educa-
tion, community awareness, social change).
Frequencies of combined gestures and at-
tempts in this group were highest in 1992
and 1993 (the third and fourth years of the
program), at 15 per year, dropping to 5.0 by
2002, as illustrated in Figure 2. Thus, suici-
dal behavior rates remained highest in the
nontargeted age group of 25 years and older.

Regression analyses showed that the clear-
est drop in frequency of occurrence was for
suicidal gestures (R2 = .595) (Table 3). A
steep, significant downward slope (β=–.790,
P =.000) in suicidal gestures was seen over
time, with 59.5% of the variance explained
by the existence of the program. Suicide at-
tempts were also significantly lowered (R2 =
.322, β=–.609, P =.016). Suicide comple-
tions were unaffected. Young adults aged 19
to 24 years had the greatest drop in com-
bined gestures and attempts (R2 = .533, β=
–.765, P =.001). The frequency of gestures
and attempts also declined significantly
among youths aged 11 to 18 (R 2 = .211, β=
–.517, P =.048), but not among adults aged
25 years and older. For all age groups com-
bined, rates of self-destructive behavior
showed significant effects from the program
regardless of whether suicide completions
were included in the analysis (P =.000). The
regression analysis indicates that the fre-
quency of total self-destructive acts declined
by 73% (R2 = .729; β=–.865) over the en-
tire span of the program.

DISCUSSION

The consistency and timing of reduction in
suicidal behavior correlated with the develop-
ment and delivery of prevention program in-
terventions in this small AIAN community,
indicating that prevention efforts were likely
successful in reducing suicidal behavior. We
believe that this success is owed to the pro-
gram’s public health approach, which in-
cluded mental health services integrated into
a comprehensive continuum of services that
target other behavioral health topics at all lev-
els of prevention.34 Lessons learned from this
program are as follows. First, a suicide pre-
vention program should not focus on a lim-
ited range of self-destructive behaviors;
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FIGURE 2—Age-specific total suicide gestures and suicide attempts among members of the Western Athabaskan Tribal Nation.

TABLE 3—Results of Simple Independent Linear Regression Analysis Estimating Effects
Over Time of a Model Adolescent Suicide Prevention Program: Western Athabaskan Tribal
Nation, 1988–2002

Variable Adjusted R2 SE Df β t P

Individual suicidal behaviors

Gestures .595 3.01 14 –.790 –4.65 .000

Attempts .332 4.54 14 –.609 –2.77 .016

Completions .051 0.84 14 –.156 –.057 .578 (NS)

Suicidal gestures and attempts combined, by age group

11–18 y .211 4.03 14 –.517 –2.18 .048

19–24 y .553 2.50 14 –.765 –4.28 .001

≥ 25 y .185 3.48 14 –.493 –2.05 .062 (NS)

All ages combined .746 4.03 14 –.874 –6.48 .000

Total self-destructive acts (including suicide .729 4.28 14 –.865 –6.21 .000

completions)

Note. NS = not significant.

rather, it must include an emphasis on root
conditions and an array of social, psychologi-
cal, and developmental issues.1–5 Second,
community involvement from the beginning
is critical in developing strategies with which
to address issues identified in a culturally, en-
vironmentally, and clinically appropriate man-
ner. Third, flexibility in program development
and implementation is essential, and program

development should be based on continuous
evaluation and feedback from community
and program staff. Therefore, objectives and
activities may shift while goals remain the
same. Constant vigilance is necessary for
maintaining a public health–focused suicide
prevention program, as well as program and
staff development, community relations, re-
source development, and administration.

We believe that the temporal association
between program delivery and reduction in
suicidal behavior is suggestive of a causal as-
sociation. However, one can hypothesize al-
ternative explanations for this trend. One ex-
planation is that suicidal youths might have
left the reservation, thus reducing the number
of those who were high risk and independently
lowering the frequency of self-destructive be-
haviors during the study period. Although
this explanation may account for trends
among other rural populations, such a trend
did not occur in the Western Athabaskan
Tribal Nation. At any given time, 90% of the
enrolled population of the tribe is on the
reservation. Approximately 54% of the popu-
lation was younger than 21 years. This iso-
lated tribal nation is neither geographically
nor socially mobile. A second possible expla-
nation is that rapid improvement in social and
economic conditions might have affected the
population,36 reducing suicidal behavior.
However, the tribe’s hotel and casino, devel-
oped in the early 1990s, are small and have
been among the least successful in the South-
west, primarily because of the isolation of the
community from any substantial population
center. No substantial growth has occurred
in the economic sector. Therefore, the most
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likely explanation for the observed reduction
in suicidal behavior is the presence and ex-
pansion of the behavioral health program and
the comprehensive mental health, suicide pre-
vention, and clinical services it provides.

Although we observed a reduction in sui-
cide gestures and attempts, suicide deaths re-
mained the same for all ages combined. How-
ever, most suicides in the community occur
among people in their late 20s and in their
30s. Furthermore, there is some evidence
that suicide completions may have decreased
for the target population,23 although the num-
bers are too small for statistical inference.

Because most suicide completions among
New Mexico American Indians have histori-
cally occurred among tribal members youn-
ger than 35 years,8,22,23 have frequently in-
volved alcohol,19 have been by firearms or
hanging,22,23 and have been characterized as
impulsive,37 one would expect suicide com-
pletions to be more resistant to programmatic
intervention and prevention than gestures
and attempts. A potentially useful conceptu-
alization in this regard, appearing in both the
general and the AIAN-specific literature,37–39

is the classification of suicidal behavior as ei-
ther chronic or acute. Chronic suicidal behav-
ior, in which the individual progresses
steadily through a pattern of self-destructive
thoughts and acts of increasing severity from
gestures to attempts to eventual suicide, is
more common in the general population
(particularly among older people) than is
acute ideation and suicidal behavior, in
which no obvious progression precedes the
impulsive act. It appears from our evaluation
of the suicide prevention program in the
Western Athabaskan Tribal Nation that this
program may be most successful in changing
the path of chronic suicidal behavior but may
have minimal or no effect on acute suicidal
behavior. However, no increase in suicide
completions occurred on the reservation dur-
ing the period of the program. In the past,
the tribe in our study registered significant
increases in the rate of suicide in 6- to 8-year
cycles.20,21,23 Whether the program pre-
vented such a cyclical upswing in suicide
completion requires further analysis with
larger numbers. Ethnographic analysis is also
needed to describe program functioning and
how suicide was viewed in the community

before, during, and after the program. For ex-
ample, using ethnographic studies elsewhere
in the Southwest, Levy and Kunitz analyzed
the ethnic meanings of suicidal behavior
among the Hopi and uncovered an associa-
tion between completed suicide and other
self-destructive behavior and marriages un-
approved by traditional values and cultural
leaders.33 Uncovering similar cultural and so-
cial factors among the Western Athabaskan
people studied here may explain the exact
underlying themes or mechanisms that al-
lowed the program to work effectively.

This AIAN community is a small and iso-
lated one, which allows researchers relatively
easy access to all community members. The
longevity and growth of the evaluated pro-
gram is uncommon in the American Indian
context. Typically, suicide prevention initiatives
are not sustained because of limited financial
resources, demands on public health staff time
and energy, changes in personnel, and the
waning of interest once a suicidal cluster sub-
sides. Recently, the US Commission on Civil
Rights reported that federal resources directed
to AIAN communities have not been sufficient
to address these communities’ basic and very
urgent needs.40 The commission cited health
care needs, as well as the need to develop the
tribal funding and infrastructure without which
public health services cannot be delivered. The
suicide prevention program described here is
unique in that its development and funding
have been increased and maintained over an
extended period of time. Importantly, there
was continuity of focus and emphasis on sui-
cide prevention by key staff members who
remained with the program throughout the
period evaluated. The components of this ef-
fort can be adapted to larger tribal groups, be-
cause they include sound public health theory
and practice, cultural relevance, and integra-
tion into the tribal infrastructure. Specifically,
these components include local surveillance
and outreach, careful record keeping and on-
going evaluation, a strong behavioral health
base, school and community-based education,
integration of violence and substance abuse
prevention services, a team approach, and con-
stant vigilance.

On the basis of the positive results reported
here, we believe that other AIAN communi-
ties can develop similar programs and be

equally successful in adopting a public health
approach to suicide prevention. If federal and
other funds become available to other tribes,
the applicability of this model intervention
can be tested among larger tribal communi-
ties. The program may also serve as a model
for non-AIAN communities seeking to adopt
a public health approach to preventing self-
destructive behaviors.
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